that blood and mucus did not enter the larynx, but one must always be prepared for the unexpected, and ready to do tracheotomy at any moment if the patient could not be made to breathe. As Brunings had pointed out, tracheotomy could often be avoided by assisting the respiration with oxygen. In his opinion the lateral position was better in every way than the upright position. The most dangerous pogion of all was that in which the head was allowed to hang over the end of the table.
Dr. A. DE PRENDERVILLE said that as he had been referred to by name by Mr. Waggett, he would be glad to bear testimony to the value of the upright position in throat work, and to its safety in trained hands. His own record of this special pose extended over a period of sixteen years, and embraced several thousand cases in all. Sir Frederic Hewitt said that he could see no reason why the upright position should not be used, provided that the anesthesia was not deep. The speaker begged to endorse that view very strongly. The question, in his.opinion, resolved itself into the absence or presence of special training on the part of the administrator. Certain cardinal points must be admitted, and a definite technique observed to obtain safe and good results. Briefly put, the following were essentials: (a) The maintenance of the head and neck in the same plane as the trunk; (b) the gradual, as opposed to the rapid, induction of anesthesia; (c) the absolute freedom of the air-way; (d) the retention of the corneal reflex; (e) the retention of the cough reflex; (f) the management of the tongue; (g) the proper disposal of the shed blood; (h) the proper angle for the seated patient to assume; (i) the correct support and alignment of the head and nape of neck.
The best angle for the seated patient was one of about 1040. As a support for head and neck, which should rise well above the chair back, rollers made of large bath towels were most useful; they formed soft, easily moulded cushions, taking up less space than pillows, and allowing the anaesthetist to get within easy working distance of his patient. For securing a free breath-way a clip through the tongue tip (not the extreme edge) was highly advisable. Standing immediately behind the chair, the anesthetist controlled and steadied the head, and, with gag in mouth, not only held it firmly in place, but had the middle finger of the same hand free, and lying against the corresponding carotid artery. With regard to bleeding, and the danger signals which foretold loss of cough reflex, a sign of prime import was the diminution, rapid or gradual, of corneal reflex, together with the concomitant onset of fine or coarse crepitation sounds with expiration. Crises like these must be dealt with instantly. The anasthetist, or preferably the surgeon, must pass a sponge straight back to and down the throat; expulsive efforts to void any obstruction usually followed at once. No attempt to continue the operation should ever be made until both cough and corneal reflexes had been satisfactorily re-established.
The speaker would say, in conclusion, that in his own experience disquieting or alarming symptoms had been singularly rare, and there had been an almost entire absence of long-continued after-effects.
Mr. BARWELL said that the most important point in operations on the upper air-passages was to prevent the entry into the lungs of blood, mucus, or pus. Many years ago he had seen a death from aspiration-pneumonia follow a trivial operation on the nose, and it had made a great impression on his mind. He used the lateral position for nearly all these operations, including septal resections, operations on the antrum, guillotining and enucleation of tonsils, and cesophagoscopy and bronchoscopy. The head could be raised on a pillow, or kept quite low, according to circumstances. Blood collected in the cheek-pool and ran out of the mouth, and there was no risk of its entry into the lungs. Any desired depth of anaesthesia could be maintained. It was in this class of operation that there was most danger during the stage of "coming round." When the nose was obstructed by blood-clot there was a risk of asphyxiation if the tongue fell back; patients who had reached the stage of coughing and brisk reflexes might under these circumstances again become deeply anesthetic. They should be kept in the lateral position and properly watched.
Mr. E. D. DAVIS said that he wished to support Mr. Waggett in all that he had said with regard to the advantages of the sitting position for aneesthetics in nose and throat cases. He had worked with Mr.
Waggett for a good many years and had never seen an unsatisfactory case or a case of heart-failure. On some occasions he had not had a highly skilled aniesthetist, and occasionally the anaesthetic was given by a house physician. He impressed upon the anesthetist the importanee of light ancesthesia, and the commencement of the ancesthetic with the patient in the sitting position. The advantage of the sitting position was the greatly diminished amount of haemorrhage, and in nasal operations the blood always flowed from the nostrils and practically
